The Georgia
Collaborative ASO Letter of Intent — Individual
Developmental Disabilities

To ensure timely processing of your application, please attach and submit the following required documents
to:
Georgia Collaborative Enrollment
P.O. Box 56324
Atlanta, GA 30343

Letter of Intent Individual Checklist:

[] Certificate of attendance at the most recent DD Provider Forum

[] Completed and signed Individual Provider Letter of Intent Application

[] Current State License/Certification, if applicable (NOTE: If requesting LPN services, a copy of the
license for the RN providing services is required)

[] Proof of Board Certification, if applicable

] Nursing Services — Licensed Professional Nurse (LPN) Applicants: Agreement with Registered Nurse
who will provide required supervision (NOTE: the RN must be currently approved under the COMP
and NOW Waiver program)

[] Behavioral Supports Services applicants only: Copy of transcript for documentation of

required education and/or hours of training as noted in the service definition

[] Work History/ Curriculum Vitae/Resume (must include month and year) Any lapse in continuous
employment/ work history within the past 5 years must be fully explained on a separate sheet.

] Proof of One Year Experience (For any service not listed as a professionally licensed required
service, include documentation that specifies the individual provided the waiver service for at
least one year through NOW/ COMP Self-Direction prior to submission of the application)
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I. PROVIDER INFORMATION

A. DEMOGRAPHIC INFORMATION

Letter of Intent — Individual
Developmental Disabilities
(* indicates required fields)

Last Name*

First Name*

Middle
Initial

[ IMale
[H]Female

Mailing Address Line 1*

Mailing Address Line 2*

City*

County™*

State*

Zip (9 digit)y*

Telephone # (with area code):

Social Security Number *

Date of Birth *

Professional Designation or Title*

U.S. Citizen: [O] Yes

[ ] No

E-mail address:

Website if applicable:

Indicate any other name you may have used in the past* (e.g.,

maiden name, etc.).

B. ALTERNATE COMMUNICATION METHOD: Please enter your alternate method of communication. If you

only have one preferred method, please indicate N/A on the other method.

METHOD

(Note any changes here if different than noted above)

Fax #:

E-mail Address:

II. EDUCATION INFORMATION (REQUIRED for verification purposes)

Educational Institution (include name and complete address) Degree/ From To
Certification | (mm/yy) | (mm/yy)
High School Institution: N/A
Address:

City, State, Zip

Undergraduate Institution:
Address:
City, State, Zip:

Major/Minor:

Graduate Institution:
Address:
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The Georgia
Collaborative ASO Letter of Intent — Individual

Developmental Disabilities

City, State, Zip:
Major/Minor:
Internship Institution:

Address:

City, State, Zip:
Field:

III. LICENSE/CERTIFICATION INFORMATION

A. PROFESSIONAL LICENSE(S)/ CERTIFICATES: Please identify in the list below, all health care
licenses/certificates held in the past ten (10) years. Indicate original licensure date through current expiration
date for each state in which you are or have been licensed/certified. Please provide an explanation for any
license/certificate that is no longer current, whether by voluntary relinquishment or disciplinary or other action.
Attach an additional sheet if necessary.

Certifying Authority State | Specify Active Certificate # Original Issue Expiration
or Inactive Date (mm/dd/yy) Date
(mm/dd/yy)
Inactive
Active
Inactive

Please include a current copy of your certification with your application materials.

IV. WORK HISTORY

A. WORK HISTORY
This section may be used to provide your work history. A current Curriculum Vitae or Resume (must specify month and
year) may be submitted in lieu of completing this section. Any lapse in continuous employment within past 5 years of
graduate degree program must be fully explained on a separate sheet (attached).

(MOE:;: /?ear) (Monzngear) Place of Employment / Description of Activities
required
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The Georgia
Collaborative ASO Letter of Intent — Individual
Developmental Disabilities

V. LOCATION INFORMATION

The following section cannot be left blank. The site name in Section 6A should be your name ONLY and the
address can be your home or office address. This must be a physical address and not a PO Box. This does not
have to be where you will be providing the services, but rather where your billing information will be
processed.

A. LOCATION INFORMATION

Site Name: Appointment Telephone (include
area code)

Address Line 1 (street address required for referral purposes) Address Line 2

City County State Zip (9 digit)

VI. PROVIDER SERVICES

A. WAIVER SERVICE INFORMATION: Please indicate which waiver service(s) you are requesting as well as
the Category of Service.

SERVICES

NOW COMP
WAIVER | WAIVER

ADULT NUTRITION SERVICES

ADULT OCCUPATIONAL THERAPY (OT)

ADULT PHYSICAL THERAPY (PT)

ADULT SPEECH/LANGUAGE THERAPY (SLT)

COMMUNITY ACCESS - INDIVIDUAL SERVICES

BEHAVIORAL SUPPORTS SERVICES
. LEVEL I
. LEVEL II

NURSING SERVICES - LICENSED PRACTICAL NURSE (LPN)

NURSING SERVICES - REGISTERED NURSE (RN)

B. COUNTIES Please indicate Counties Requested:
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The Georgia
Collaborative ASO Letter of Intent — Individual
Developmental Disabilities

VII. INDIVIDUAL PROVIDER PROFILE

Please answer all provider profile questions.

In answering the questions listed below, if you answer YES, please provide documentation describing
the circumstances surrounding the events, settlements, and or resolutions of the issues in the State of
Georgia or in any other state.

A. Please answer the following questions:

Have you had your professional liability or malpractice insurance refused, revoked,
declined or accepted on special terms in the past five (5) years?

Has any government agency suspended, revoked, or taken other action against your
license to practice or to conduct business in the past five years, (To include Medicaid
/Medicare)

Have any accreditations or memberships in professional organizations been revoked,
reduced, denied, or suspended by others or voluntarily given up by you in the last
five years, or are any actions now under way which may lead to such sanctions?

Have you ever_been convicted of a crime, excluding minor traffic misdemeanors?

Have you ever been previously denied acceptance into, disenrolled from, or withdrawn
from GA DBHDD or GA Collaborative ASO network participation?

Have you settled claims or judgments relating to sexual misconduct or civil
rights violations in the past five years? If Yes, enter the total number:

In the past five years, have you settled claims or judgments relating to any other matter
not disclosed in the response to Question 6 above?
If Yes, enter the total number:

Have you been a defendant in five (5) or more lawsuits within the past five (5) vears?
If Yes, enter the total number:

Have you filed for Bankruptcy in the past five years?

Revised October 2019

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
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The Georgia
Collaborative ASO Letter of Intent — Individual
Developmental Disabilities
ATTESTATION/PARTICIPATION STATEMENT

Developmental Disabilities Services:
The Georgia Department of Behavioral Health and Developmental Disabilities requires that services be provided
according to the service guidelines and that you will operate in accordance with applicable standards, policies, rules

and regulations.

By signing below, I do hereby certify that I have accessed, reviewed and agree to comply with the terms and
conditions set forth in the following:

e Provider Manual for Community Developmental Disabilities Providers, 02-1201

» Criminal History Record Check for Contractors, 04-104

* Rules and Regulations of Department of Behavioral Health and Developmental Disabilities -
Client's Rights (Chapter 290-4-9)

»  Department of Community Health (DCH) Policies and Procedures Manuals, found at the following
links:

e Part | Policies and Procedures / Billing Manual

e Part - Policies and Procedures for COMPREHENSIVE SUPPORTS WAIVER PROGRAM
(COMP) and NEW OPTIONS WAIVER PROGRAM (NOW)

e Part Ill1- Policies and Procedures for COMPREHENSIVE SUPPORTS WAIVER PROGRAM
(COMP)

e Part 11— Policies and Procedures for NEW OPTIONS WAIVER PROGRAM (NOW)

I understand and acknowledge that the policies and procedures manuals are amended (generally on a quarterly
basis) when either Department finds it necessary or appropriate to do so, and that it is my responsibility to check
periodically for any revisions pertaining to the delivery of or reimbursement for services rendered to eligible
individuals.

| further understand that failure to abide by either Department’s policies or procedures will result in adverse actions
including, but not limited to the denial of claims, monetary recoupment, suspension of payments, suspension of
referrals, reduction of reimbursement and termination.

| certify and attest that | have reviewed the entire contents of the completed application and that the
information provided is accurate and complete. | understand that inaccurate, incomplete or omitted data
may lead to sanctions against me.

Name of Individual (please print) Signature of Individual

Date
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https://gadbhdd.policystat.com/policy/6467353/latest/
https://dbhdd.georgia.gov/policies
https://www.mmis.georgia.gov/portal/Portals/0/StaticContent/Public/ALL/HANDBOOKS/Georgia_CMS_1500_v1.27%2020180409195238.pdf
https://www.mmis.georgia.gov/portal/Portals/0/StaticContent/Public/ALL/HANDBOOKS/Part II Comprehensive Supports Waiver Program and New Options  Waiver Program July 2019 (002) 20190703140358.pdf
https://www.mmis.georgia.gov/portal/Portals/0/StaticContent/Public/ALL/HANDBOOKS/Part II Comprehensive Supports Waiver Program and New Options  Waiver Program July 2019 (002) 20190703140358.pdf
https://www.mmis.georgia.gov/portal/Portals/0/StaticContent/Public/ALL/HANDBOOKS/Part III Comprehensive Supports Waiver Program Chapters 1300-3500  July 2019 revisions (002) 20190703140517.pdf
https://www.mmis.georgia.gov/portal/Portals/0/StaticContent/Public/ALL/HANDBOOKS/Part III Comprehensive Supports Waiver Program Chapters 1300-3500  July 2019 revisions (002) 20190703140517.pdf
https://www.mmis.georgia.gov/portal/Portals/0/StaticContent/Public/ALL/HANDBOOKS/Part III New Options Waiver Program  20190703112251.pdf
https://dbhdd.georgia.gov/sites/dbhdd.georgia.gov/files/related_files/site_page/Updated%20Clients%20Rights%203-19-12.pdf
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